A 55-yr old female patient presented to us with complaints of swelling over the palmar aspect of the left thumb since 3yrs. Swelling was insidious in onset, initial size being that of pea nut which gradually progressed to about 3 x 2 x 2 cm at the time of presentation. Patient did not give any history of trauma/prick injury. There was no history of any kind of immobilization or massage treatment. No history of constitutional symptoms and any other similar swellings in the body. On examination proper, swelling extended from the Metacarpo-phalangeal joint to interphalangeal joint of left thumb. Swelling was globular in shape with the overlying skin being normal. Swelling was firm in consistency with mild tenderness and no local rise of temperature. It was nonreducible and non-translucent, mobile in horizontal direction and fixed in vertical direction. Movements are completely restricted at all joints of left thumb. She is unable to flex both MCP and IP joints of left thumb.
X-ray revealed no bony involvement. Serum calcium and serum phosphorus was 10.2 mg/dl and 3.0 mg/dl respectively. Serum ALP (127 IU/l), parathyroid hormone levels, creatinine kinase, aldolase levels, ANA, Vitamin D levels, 24 hours urinary calcium and inorganic phosphate were all within normal limits. Ultrasound of the swelling confirmed solid, homogenous, hypoechoic mass adjacent to insertion of flexor pollicis longus tendon. Histopathological detailing was done with Fine Needle Aspiration Cytology (FNAC) which reported features suggestive of giant cell tumor of tendon sheath and excision biopsy was planned for confirmative diagnosis and definitive treatment. Gross examination of the biopsy specimen revealed single nodular grey white mass of tissue measuring 3 x 2 x 1.5 cm, external surface nodular, cut section shows homogenous grey white nodular areas. Microscopic examination smears showed moderate cellularity comprising of few dispersed plump fibrohistiocytic cellswith oval vesicular nuclei and bland chromatin and modearate amount of cytoplasm, variable number of osteoclast like multinucleated giant cells are seen against hemorrhagic background. Biposy findings confirmed the diagnosis of giant cell tumor of tendon sheath. Patient was followed up to a period of one year, where there were no signs of recurrence.
GCT of tendon sheath are reactive lesions, not really tumors, which are similar to PVNS. They do not always arise from the t e n d o n s h e a t h b u t m ay a r i s e f r o m t h e s y n o v i u m .
It is the second most common benign hand tumor next to ganglions.Despite recurences no malignant transformation has been reported. [15] [16] [17] Complete surgical excision remains the mainstay of treatment, assisted either with an operating microscope or a magnifying loupe. Radiotherapy has been suggested after inadequate excision and in patients with high mitotic activity to prevent recurrence. [18] [19] [20] 
Conclusion :
Giant cell tumors are benign conditions, appearing as asymptomatic nodules.In our case it presented as a single enlarging mass on volar aspect of left thumb. After clinical diagnosis we proceeded with ultrasound, FNAC and excision biopsy. Microscopic examination revealed scattered groups of mononuclear cells with occasional osteoclast like giant cell. After correlating the clinical history and presentation with the pathological findings a diagnosis of Giant cell tumor of tendon sheath was concluded. We recommend complete excision of the lesion as it not only provides successful resolution without recurrence, but also establishes our diagnosis.
